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ABSTRACT 
The objective was to review and address gaps found in the school-based mental health 
literature by conducting a needs assessment and initiating first steps in the development 
of a mental health needs survey. A convenience sample of 15 school personnel and 73 
parents were surveyed regarding perspectives of mental health problems among 8chool-
aged youth found in an Oregon elementary school. Alpha coefficients for the various 
subscales on the Mental Health Needs Survey ranged from .82 to .99. A high level of 
agreement between parents and school personnel was found regarding perceived needs 
and barriers to mental health services. Further, this research did not support previous 
research that Hispanic youth have higher rates of mental health problems compared to 
Caucasian youth. 
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Assessing Mental Health Needs of School-aged Youth in a Multicultural 
Community 
1 
According to the Surgeon General, approximately 10 million children in the 
United States can now be classified as emotionally or severely disturbed (US. Public 
Health Service, 2000). FW1her, over 20% of youth in the general population are afflicted 
with a diagnosable mental disorder (Friedman, Kutash, & Duchnowsld, 1996). Currently, 
these children are not receiving the mental health attention they need (US. Public Health 
Service, 2000). Only 16% of children in need of mental health services actually receive 
care (Weist & Evans, 2005; Burns, et al., 1995). Unfortunately, the current state of affairs 
in child mental health does not seem to be improving. Unmet mental health needs are as 
prevalent as they were two decades ago, and recent figures from the World Health 
Organization suggest an increase of mental health disorders by as much as 50% by the 
year 2020 (US. Department of Health and Human Services, 2000). These numbers 
indicate the importance of early identification and preventive interventions for these 
children. 
When addressing child mental health problems it is essential to consider 
prevalence rates of specific disorders in the general population. Friedman, Kutash, and 
Duchnowski (1996) indicated the most common childhood disorders to be depression, 
anxiety, oppositional defiant disorder, conduct disorder, and attention 
deficit/hyperactivity disorder (ADHD). Anxiety disorders are known as the most 
common disorders affecting children and serve as the primary reason for mental health 
--- _ . ------_ ._-_ .. -. __ ._-_. 
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referrals, with prevalence rates that range from 3% to 18% (Albano, Chorpita, & Barlow, 
2003). For childhood depressive disorders, a wide range of prevalence estimates can be 
found in the literature (Christiansen & Bolton, 2007), with rates ranging from 0.4% to 4% 
for prepubertal children (Angold & Costello, 1995; Birmaher et al., 1996; Fleming & 
Offord, 1990). Conduct disorder and oppositional defiant disorder have been reported to 
occur at rates of up to 10% and 20%, respectively, with slightly more children being 
diagnosed with oppositional defiant disorder than conduct disorder (Hinshaw & Lee, 
2003). A review of literature on ADHD reported prevalence rates of 2% to 6.3% 
(Baddey, 2003). 
Other childhood disorders include posttraumatic stress (PTSD), autism spectrum, 
and substance abuse disorders. PTSD has been reported to occur at an average rate of 
20% for children exposed to some form of trauma, and at rates exceeding 30% in abused 
children (Fletcher, 2003). Prevalence rates for autism spectrum disorders can be 
estimated to be 3.4 cases per 1000 children, or .3% of the population (National Institute 
of Mental Health, 2006). Unfortunately, no prevalence rates of substance abuse could be 
found for children under the age of 12, though rates range from 5.3% to 32.4% in 
adolescents (Ingersoll, & Previts, 2001). With regard to ethnic differences in prevalence 
rates, epidemiological data does not consistently show higher rates of mental disorders 
for minorities when compared to Caucasian youth (Mash & Dozois, 2003). However, 
Hispanic youth may be at higher risk than Caucasian youth for school dropout, low 
socioeconomic status, substance abuse, and problems accessing mental health care 
(Rothe, 2004). 
--- --- - -------- ------~------------------------.---~-
--- - --.--.-- - - - - -
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Not surprisingly, the prevalence of child psychopathology has proven to be costly 
to society. National expenditure estimates for the mental health treatment of children and 
adolescents were estimated to be approximately 11.68 bilHon dollars in the year 1998 
(Ringel & Sturm, 2001). Specifically, school-aged children (aged 6-11) account for over 
one third of these total expenditures, averaging $163 per child. Lack of mental health 
treatment also costs society in terms of higher rates of poor academic achievement 
(Duchnowsld, Johnson, Hall, Kutash, & Friedman, 1993), incarcerations among 
juveniles, school dropout, family dysfunction, drug abuse, unemployment, and an 
increase in homicidal and suicidal behaviors (Committee on School Health, 2004). This 
information indicates that, although the stakes are high for families and society at large, 
youth with mental health problems continue to be underserved. 
In this paper, the literature regarding child mental health problems and existing 
barriers to appropriate services will be outlined. A discussion of benefits associated with 
collaborations between schools and mental health services will then be addressed. An 
essential step for these types of collaboration is to conduct a needs assessment; therefore, 
a review of existing school-based needs assessment literature will be reviewed followed 
by the cun-ent study which assesses the mental health needs of a school-aged community 
while taldng into account necessary multicultural considerations. 
Barriers to Mental Health Services 
Insurance problems. There are several baniers that may explain the 
underutilization of mental health care. First, Ringel and Sturm (1998) asserted that the 
lack of access to insurance and managed care limitations detrimentally effect service 
utilization. According to these researchers, school-aged children tend to have the fewest 
... _ . . _ _ ._._--_ .. _ ... _ - _._--- - - - - --- - - - - --- - - _._-- ._ - --_ .. . _ - -
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contacts with mental health providers when compared to adolescents and adults. 
Uninsured children are the least likely to receive mental health care with only 4% of 6-11 
year-old children in need of services actually obtaining treatment. Further, specialty 
mental health care (Le. , mental health care provided by a mental health professional 
rather than another type of health professional) is often not covered by private insurance 
providers (Ringle & Sturm, 1998). Another likely scenario is that these families may 
reach their insurance coverage limits and subsequently have to pay out-of-pocket (Ringle 
& Sturm, 1998). To emphasize this point, Glied, Hoven, Moore, Bowen, and Regier 
(1997) reviewed data from a study conducted by the National Institute of Mental Health 
(NIMH) Methods for the Epidemiology of Child and Adolescent Mental Disorders 
(MECA, 1992). The data were derived from a total of 6,514 households, of which 19% 
contained at least one child aged 9-17 years old. These researchers indicated that only 
11.6% of p11vately insured children met criteria for a serious emotional disorder. 
However, 31.3% of children covered by Medicaid and 18.3% of children without 
insurance met criteria for a serious emotional disorder. The data indicated that children 
most likely to be afflicted with a serious emotional disorder were the least likely to have 
private insurance. In addition, 25% of families who were insured reported that their 
insurance did not approve enough visits to their mental health care professional 
(Children's Health Council, 2000). 
Lack of awareness. A lack of mental health awareness also serves as a substantial 
barrier to mental health care utilization. Mental health awareness can be conceptualized 
as understanding the connection between a child's level of impairment and a need for 
mental health services (Alegria et al., 2004). For example, many caregivers are unaware 
--_._ - -- - .. 
of behavioral and emotional problems that warrant mental health treatment. This lack of 
awareness has been explored in research with Latino youth. In a study by Alegria and 
colleagues (2004), factors were examined that influenced caregivers ' decisions whether 
to seek mental health care for their children. Although similar studies had previously 
identified help-seeking factors in the general population (i.e., family burden, and the 
, child's clinical, academic, and sociodemographic status), these factors had not been 
examined among a Latino population. Findings indicated that the lack of caregiver 
awareness of their child's severity of mental health impairment was correlated highest 
with unmet needs for this population. 
5 
Diagnostic accuracy. A third barrier to mental health care is the 
undelidentification and misidentification of youth with mental health impairment. In 
particular, it has often been observed that underidentification (i.e., failure to detect an 
existing mental health problem) is a common phenomenon for children presenting with 
internalizing disorders (Horwitz &Hoagwood, 2002; Wu et al., 2001). A study conducted 
by Burns and colleagues (1995) found only one in five children with a diagnosable 
mental disorder or significant mental health impairment received specialty mental health 
care. Instead, these children received care from other service sectors found in 
educational, health, child welfare, juvenile justice settings, or some combination of these. 
The information from the study conducted by Burns and colleagues could point to the 
source of the problem regarding underidentification and misdiagnosis. This raises the 
question of whether non-mental health professionals are competent to appropriately 
identify and respond to the mental health needs of children. In a paper published in the 
American Academy of Pediatrics, the Committee on School Health (2004) quoted, 
-_._. _--- _. - --- _ .. __ . - - --- --- - --- - - ---- -- ._- _ ._--
--- ------ - ------- ---- --
"Pediatricians often are professionally unprepared and usually have inadequate 
appointment time to address the mental health needs of children and adolescents" (pp. 
1839-1840). 
Stigma. A fourth barrier to mental health care utilization is stigma. From a 
parent's perspective, stigma may be best understood as a fearful attitude that he or she 
will be discriminated against, treated disrespectfully, or blamed for their child's mental 
health problems (U.S. Department of Health and Human Services, 2000). A study by 
Zahner and Daskalakis (1997) was designed to identify factors that influenced help-
seeking behaviors for the parents of 822 children (i.e., ages 6-11) experiencing 
psychopathology. The factor most strongly associated with mental health referrals was 
the parent's report that his or her child needed help. It can be surmised that the parent's 
admission of their child's mental health problem would be unlikely if he or she feared 
negative judgment from the potential referral source. Finally, the issue of stigma is 
thought to have far greater effects on minority children than non-minority children (U.S. 
Department of Health and Human Services, 2000). Sue and Sue (1999) described the 
stigmatization of minorities when they stated "counseling and psychotherapy may act as 
instruments of cultural oppression by defining the lifestyles of culturally different clients 
as deviant and abnormal, by imposing cultural-bound solutions on them and by 
unintentionally engaging in victim blaming" (p. 801). 
Multicultural considerations. The research suggests that the underutilization of 
mental health services by ethnic minority groups is a primary concern (Alegria, et. al, 
2004; Ringel & Sturm, 2001). The U.S. Department of Health and Human Services [The 
U.S. Department of Health and Human Services (DHHS), 1998] conducted a National 
6 
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Health Interview Study of 14,390 children and adolescents. Results indicated that the 
majority of these children were in need but did not receive mental health services, In 
particular, Hispanic children in this study indicated more mental health needs than 
Caucasian children and most other ethnic minorities. While this finding is not consistent 
across all studies regarding the prevalence of mental health disorders among Hispanic 
youth, researchers do consistently support that Hispanic youth are at higher risk for 
school dropout, low socioeconomic status, substance abuse, and problems accessing 
mental health care (Rothe, 2004). Nevertheless, Hispanic children have one of the lowest 
rates of mental health service utilization across ethnic groups even after controlling for 
access to insurance (Ringel & Sturm, 2001). 
In sum, there are several possible explanations for child mental health care 
underutilization. The research suggests that lack of insurance or managed care 
limitations, lack of awareness regarding the severity of mental health impairment, 
diagnostic problems, and stigma are substantial obstacles that hinder youth from 
receiving appropriate care. Other barriers include low socioeconomic status, 
transportation issues, and mental health provider shortages (Committee on School Health, 
2004; U.S. Department of Health and Human Services, 2000). 
Collaborations Between Mental Health Services and Schools 
One solution to addressing gaps between service need and service utilization is to 
initiate and increase collaboration between mental health programs and schools. Benefits 
of this type of collaboration include easier access to services, reduction in stigma 
associated with obtaining mental health care, increased opportunities to focus on 
prevention, and maintenance of treatment gains (patemite & Johnston, 2005). One 
- - - - - - -------_.- - ---------
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rationale for this type of collaboration is to augment child mental health as a means to 
increase academic achievement. Of course, collaboration between schools and 
community mental health services is not without challenges because schools and mental 
health services have differing goals and objectives. It should be considered that 
education, not mental health, is of primary importance to school teachers and officials 
(Weist & Evans, 2005 ; Adelman & Taylor, 1998). For example, school personnel value 
minimal behavioral disruptions, high attendance rates, decreased time on task, academic 
progress and high graduation rates (Dwyer, 2002). Meanwhile, mental health 
professionals value improved psychological functioning that can facilitate 
aforementioned educational goals. Adelman and Taylor admonished that mental health 
professionals" ... approach mental health and psychosocial concerns from the broader 
framework of addressing barriers to development, learning, and teaching" (1998, p. 141). 
It is imperative that mental health professionals learn to speak the language of educators 
and respect education as priority to accomplish the common goal of helping youth. 
Another underlying principle for facilitating collaboration between mental health 
providers and schools is that school settings already serve as major mental health 
providers. As mentioned above, only 16% of children in need of mental health services 
actually receive care, and the majority of these children receive these servjces in the 
school (Weist & Evans, 2005; Burns, et aI., 1995). Because children spend the majority 
of their day in class, mental health professionals would have better opportunities to 
identify needs of children in the child's natural environment. Developing links between 
schools and mental health services would serve to enhance prevention, early 
identification, and treatment of child psychopathology. 
- - - - --- - - - - - ------- ------ - --- ------- - -----
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School-based mental health programs. School-based mental health (SBMH) 
programs, also referred to as expanded school mental health programs or full-service 
schools, are defined by Tashman and colleagues (2000) as the following: 
programs that provide a full range of mental health services in schools, including 
assessment, treatment, case management, and consultation for youth in special 
and regular education, and often represent a collaborative arrangement between a 
school (or school system) and community health or mental health provider. (p. 97) 
SBMH progr;uns first gained popularity in the early 1980s (Weist & Evans, 2005). Since 
then, several models have been created to help inform the development of similar 
programs. Specifically, two national centers for SBMH programs are known as the 
Center for School Mental Health Analysis and Action at the University of Maryland 
School of Medicine, and the Center for Mental Health in Schools at University of 
California in Los Angeles (Adelman & Taylor, 1998). Today over 1,500 SBMH 
programs can be found across 43 states and the District of Columbia (Center for Health 
and Healthcare in Schools, 2002). 
In addition to the rising popularity of SEMH, the advantages of these SBMH 
programs are numerous. One of the most commonly acknowledged benefits is that 
SBMH programs provide a familiar setting in which to receive quality mental health care 
(Committee on School Health, 2004). Researchers Armbruster, Gerstein, and Fallon 
(1997) compared service need and utilization rates of clinic populations to school 
populations. The majority of the children in the school sample were socioeconomically 
disadvantaged (83%) and ethnic minorities (98%). A statistically significant difference 
between service utilization rates between the two populations was found: Minority 
children were much more likely to use mental health services in school settings. Further, 
mental health professionals who work in the school were also more likely to be trusted 
- ----- - -- - - - - ---- ----- - - - - -- --- - - - --- --- -- - ----- - ------------ - ---
--- --- - _ ._- --------------- _._ .. - . . . . - ---_. _-_._ .. -._---- - ---_. __ .-
10 
when compared to mental health professionals that work in an unfamiliar, outpatient 
setting. Thus, providing services within the school (i.e., a familiar setting) may increase 
the likelihood of mental health providers being trusted by students and their parents. This 
increased trust may, in tum, help alleviate issues of intimidation or stigma associated 
with help seeking, especially for minority populations. 
Another benefit of SBMH programs is that these services increase the 
accessibility of mental health services and can increase family involvement (Adelman & 
Taylor, 1998). Logistically, problems associated with transportation are eradicated 
because the children are already at school (Armbruster et aI., 1999), and most families 
live within close proximity to their child's school (Committee on School Health, 2004). 
The issue of convenience should not be underemphasized. Accessibility of mental health 
services translates to reaching underserved populations (Adelman & Taylor, 1998), and 
increases the likelihood that the recommended length of therapy will be completed 
(Committee on School Health, 2004). 
Another benefit of SBMH programs is the increased accuracy of diagnosis due to 
the wide range of information regarding the child's functioning that can be gathered 
across contexts (Committee on School Health, 2004). In a school setting, mental health 
professionals can delive observational information from a variety of student interactions 
with peers and authority figures across settings (e.g., classroom, lunchroom, playground). 
Mental health professionals in the school also have access to multiple sources of 
information from parent, school personnel, peers, and student self-reports, thus improving 
the precision of diagnostic assessments (Armbruster, et aI., 1997). 
~~------.- ... . _-- - - -- -----
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According to Tashman and colleagues (2000), the development and 
implementation of SBMH programs begs the following question: How will the program 
benefit each stakeholder? The benefits of SBMH programs extend to all stakeholders 
involved, including children, parents, and school personnel (Conunittee on School 
Mental Health, 2004; Armbruster, et aI., 1997). As mentioned above, SBMH programs 
help parents by providing free or low-cost, accessible mental health services in a familiar 
environment. Children with mental health problems are more likely to receive the help 
that they need when these services are provided in school. For school personnel, the 
potential benefits include better student functioning, higher attendance rates, and reduced 
teacher frustration (Adelman & Taylor, 2000). 
Graduate students training in the field of mental health could also benefit by 
gaining practical training experiences in school settings if included in these types of 
collaborations (Flaherty & Weist, 1999). Graduate students are taught cutting-edge 
interventions, known as empirically-based treatments, to produce positive outcomes in 
mental health treatment (Weist & Evans, 2005), and their skills could be put to use in 
school settings. Students in training could provide services that are low-cost or free in 
exchange for school credit, while offering services in schools that have limited resources. 
A Review of SBMH Needs Assessments 
Although much research has examined the effectiveness of school-based mental 
health services, few have focused on the assessment of the mental health needs of school-
aged children. A primary step in developing a school-based mental health care system 
involves conducting a mental health needs assessment within the schools (Center for 
School Mental Health Assistance, 2002; 2004). A needs assessment involves compiling 
~~~~~~~~~~- -~~~~--~~~--~~~~~~~~~~--~~-.-.- .... --.--
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perspectives of stakeholders (e.g., teachers and school administrators) and potential 
consumers (e.g., parents, families, and children) about perceived needs (Flaherty & 
Weist, 1999). The information gathered from a needs assessment can then be used as 
baseline information to determine the effectiveness of implemented programs. The 
following studies were found when conducting a literature review of school-based mental 
health needs assessments. 
Cohen and Angeles (2006) assessed the potential need for mental health services 
in a pilot study. These researchers used a convenience sample of 1,900 elementary and 
middle school students (Le., Grades K-8) across 85 classes in an urban California school .. 
district. Mental health needs were measured by administering to teachers a survey called 
OUf Kids School Site Needs Assessment. Several outcomes were reported. First, 
academic problems (e.g., failing) were the most frequently listed problem (n = 1,199), 
followed by family adjustment issues (e.g., parental stress; n = 811), mental health issues 
(e.g., hyperactivity; n = 697), family relational problems (e.g., divorce; n = 560), 
behavioral problems (e.g., class disruption; n = 516), and medical problems (e.g., health 
insurance needs; n = 483). Community safety (e.g., gang association; n = 86) and 
substance abuse (e.g. , alcohol use; n = 15) were the least frequently listed problems for 
this population. Unfortunately, the authors failed to identify population characteristics, 
such as age, gender, and ethnicity, stating only that "the schools were considered high 
need because of high rates of Hispanic immigrant families, poverty, and poor academic 
performance, among other factors" (p. 202). The omission of population charactelistics 
mal<es it difficult to generalize these findings to other school settings. 
- - - ------ -- ------- - --- ---------------- - - - - --- -----
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Acosta, Weist, Lopez, Shafer, and Pizarro (2004) also provided limited 
information when they assessed mental health needs of Latino youth in urban school 
settings. The researchers surveyed 46 predominantly Latin American civilians who were 
mental health professionals, community leaders, or school personnel. The Latino Youth 
Needs Survey (2004) was given to participants to assess the mental health needs of 
Latino youths in three domains: Stressful Life Conditions, Emotional and Behavioral 
Problems, and Academic Problems. In the domain of Stressful Life Conditions, 
participants identified poverty to be the most significant stressor. For Emotional and 
Behavioral Problems, participants considered low self-esteem to be the most significant 
stressor. Finally, in the domain of Academic Problems, participants rated poor family-
school relationships to be the most significant stressor. Although this study has advanced 
our understanding of mental health needs of Latino youths, the authors focused on 
community leaders ' perceptions rather than direct observations of mental health 
, 
problems. Again, specific characteristics of this Latino youth population were not 
identified, making it difficult to generalize to findings of other Latino youths or other 
ethnic groups. 
In contrast to the literature mentioned above, Hussey, Guo, and Schlegelmilch 
(1999) provided explicit demographic information in reporting the results of their needs-
based assessment of seriously emotionally disturbed youth and their families. The sample 
consisted of 47 school-aged youth, between the ages of 5 and 13, in an urban Ohio school 
district. The majority of the sample was male (87.2%). With regard to ethnicity, 10.6% 
were identified as Hispanic, 10_6% were identified as Caucasian, 76.6% were identified 
as African American, and 2.1 % were identified as Other. Most (90%) of the students 
-_ .. - ... --....... ... -.. - .... -. ----. - -~~~~~~ 
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were from low-income families, and 59% had parents with substance abuse histories. 
Further, 42% of the students had a family member who had a current or past history of 
incarceration, and less than 10% lived with both biological parents. The students' 
emotional and behavioral functioning was measured by surveying the child and his or her 
parent or teacher using the Devereux Scales of Mental Disorders (DS:MD; Naglieri, 
LeBuffe, & Pfeiffer, 1994). The two most prevalent problems according to both teacher 
and parent ratings were depression and conduct problems. The students whose parent and 
teacher ratings were at clinical level (T = 60 and above) were referred for services. 
Interestingly, teachers' mean ratings were higher than the mean parent rating on 6 of the 
10 subscales on the DSJ\.1D. Such variability in ratings suggests that parents and teachers 
may have different perceptions of the prevalence and severity of mental health signs and 
symptoms exhibited and experienced by children. Although these differences could lead 
to problems of uniformity in needs-based assessments, these differences may also 
indicate the need to more closely study the reasons teachers and parents may have 
different perceptions. For instance, teachers can more easily compare a troubled child's 
behaviors to that of his or her peers whereas a parent's reference group for comparison is 
usually more limited. Despite potential discrepancies, however, gaining perspectives 
from both teachers and parents is essential because it provides a more complete depiction 
of a child's mental health functioning across contexts. 
Unfortunately, this short review represents the paucity of empirical studies on 
school-based needs assessments for school-aged youth. Furthermore, two of the three 
articles summarized contained substantial methodological flaws, such as omitting specific 
information about age, gender, socioeconomic status, and ethnicity. The authors of each 
. ----.. --.. ---.---.. -.-.-.. --~~-
--_ . . _---_ .. __ .. _. _ _ . .. .-~~----- - ..... -.---~- .. - .-
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of these studies also failed to identify psychometric statistics for the assessment measures 
used. These methodological problems raise questions about reliability and validity of 
results due to variance among teacher, parent, and community leader perceptions of 
students. Finally, most, if not all researchers in the area of SBIvIH needs assessment, have 
targeted urban populations. Such research provides an obstacle for generalizing results to 
rural or small-community populations. 
Given the limitations discussed above, the next step is to expand the SBIvlH 
literature to address mental health needs of children found in a small, multicultural 
community. The current study is a project that strives to identify these needs as well as 
baniers to mental health care services, thus laying a foundation for the potential 
implementation of a SB:MH program. The goal of this study is to identify the various 
mental health needs of school-aged children as identified by school administrators, 
teachers, and parents. The data from this research will help the principal investigator 
answer the following questions from the perspectives of parents, teachers, school 
administrators and school staff; (a) What are the mental health needs of school-aged 
students in grades K-410cated in a small multicultural community?, (b) What are the 
perceived barriers to mental health services for school-aged students in this community?, 
and (c) How do the mental health needs of Caucasian youth compare to the mental health 
needs of Hispanic youth in this community? The data derived from this study will then be 
used to inform program development, focusing on a wide array of child social, emotional, 
and behavioral problems. It should also be noted that this project required the 
development of a needs survey, creating a foundation for establishing a psychometrically 
sound tool for future needs assessments. 
. .. _ .. _._-_.-- -
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Method 
Participants 
The sample in this study consisted of parents, school administrators, school staff, 
and teachers who have contact with children in grades kindergarten through fourth grade 
in a small, multicultural community in Oregon. This community also accommodates a 
local university with which this project is affiliated (Pacific University). Participants were 
recruited using a convenience sample including: a) parents of children enrolled in grades 
K-4, and b) school personnel who were employed by the elementary school. Participants 
were also required to be at least 18 years old at the time of the study. Participants who did 
not meet the above criteria were excluded. 
Demographic data for the sample surveyed are provided in the Results section of 
this paper. This particular sample was targeted due to the distinctive demographic 
characteristics of the children being rated; therefore, the demographics for these children 
were obtained from the school district and provided here. The ages of the children being 
rated ranged from 5 to 9 years. An ethnic breakdown of the overall student population 
indicated that 68% (n = 220) identify as Hispanic, 31 % (n = 101) identify as Caucasian, 
and the remaining 1 % (n = 3) identify as some other ethnicity. According to the school 
district, approximately 95% of these Hispanics are also reported to be of Mexican 
nationality or descent. Further, 53% (n = 172) of these students are enrolled in the 
English Language Learners Program at their school. Twenty percent (n = 65) of these 
--~ '-----~--~- '-'------------- - - - - - --- ---- ----
--- ------- ---- - ---- -----
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students have been identified as migrant, 74% (n = 240) are categOlized as economically 
disadvantaged, and 18% (n = 59) qualify for special education. 
Procedure 
Parent participants were asked to fill out surveys that were distributed by in-
person contact at school events, such as parent-teacher conferences. These parent surveys 
were also translated into Spanish. The parents were provided an English and Spanish 
version of the surveys so they could complete their form of choice. This procedure was 
deemed necessary due to the lack of English proficiency among many of these parents. 
Surveys were distributed to school personnel via Zoomerang™ 
(http://info.zoomerang.com), an online survey tool. School personnel were only provided 
an English version of the questionnaires because it is necessary to pass an English 
proficiency test to become a school district employee. Due to difficulties obtaining a 
sufficient sample of school personnel by means of an electronic survey approach, school 
personnel were also offered a paper copy of the questionnaires. Data collection took place 
at the school (i.e., school) from January 2007 through June 2007. Data analyses and 
containment took place at a satellite campus where the faculty advisor's office is located. 
Measures 
Demographics. To gather infOlmation regarding the demographic characteristics, 
a questionnaire was constructed by the principal investigator for each rater group (see 
Appendixes A, E, and C). The Parent Demographic Questionnaire was included to 
obtain information about parental status (i.e., biological parent, legal guardian, or other 
family member), gender, number of children enrolled in grades K-4, language fluency, 
and ethnic group of self and child. It should be noted that infonnation regarding nation of 
- --------- - ---- - ---- -
origin and acculturation would have been desired for inclusion; however, such 
information was not requested due to the Oregon Department of Education's mandate 
that school districts refrain from collecting such information, as it may violate civil 
rights. The School Personnel Demographic Questionnaire was included to obtain 
information about the respondent's specific employment position, language fluency, 
ethnic group, number of years of experience working in an educational setting, and the 
student grade level in which the employee primarily works. 
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Barriers. To assess barriers to mental health care, a barriers questionnaire was 
developed by the principal investigator for each rater group (see Appendixes D, E, and 
F). Both parents and school personnel were asked to rank eight barriers found in the 
literature that generally hinder students and families from receiving appropriate mental 
health care using a scale of 1 (very much a barrier) to 8 (not a barrier). School personnel 
were given an additional item that asked the respondent to rank seven types of 
information or resources that are needed for increasing the likelihood of success when 
refelTing students to community-based mental health services using a scale of 1 (very 
much needed) to 7 (not needed). School personnel were administered an additional item 
on the barriers questionnaire. 
Mental health needs. To assess the mental health needs of the school-aged 
population, a survey was designed for this project as no survey based on diagnostic 
criteria had been previously created (see Appendixes G, H, and I). For this project, a 
Likert-scale survey was designed to capture perceptions of parents and school personnel 
regarding student mental health problems, using a scale of 1 (not a serious problem) to 5 
(extremely serious problem) for problems such as irritability, disorganization, use of 
- ... ----- --- - - --- - - - - ------
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drugs, etc. An additional option of Unable to Judge was included in the event that school 
personnel did not have access to personal information that was more likely to be provided 
by parents and, conversely, if parents did not have access to infonllation known by school 
personnel. The inclusion of the Unable to Judge option allowed for the same survey to be 
used by both parents and school personnel. 
Development of the mental health needs survey. The construction of the mental 
health needs survey items followed a content validity approach. Survey items were 
developed based on items found in the Kiddie-Sads-Present and Lifetime Version (K-
SADS-PL; Kaufman, Bilmaher, Brent, Rao, & Ryan, 1996), a semi-structured interview 
used to diagnose 32 present or lifetime diagnoses in school-age children and adolescents. 
The K-SADS-PL is a well-known and psychometrically sound measurement often used 
in academic settings (for reliability and validity information please refer to Kaufman et 
aI., 1997; Kaufman & Schweder, 2004). The K-SADS-PL has been widely used with 
Hispanic populations and has been translated into 16 languages, including European 
Spanish and Mexican Spanish (Kaufman & Schweder, 2004). In addition, the Schedule 
for Affective Disorders and Schizophrenia (SADS)-- the adult version from which the K-
SADS-PL has been adapted-- has been reviewed as having "almost universal acceptance 
in research which focuses on epidemiological perspectives and has frequently been used 
in studies assessing the impact of political and physical events on affected groups 
worldwide" (Carmer, 1988, p. 6). 
The survey items were then cross checked against symptomotology found in the 
Revised Fourth Edition of the Diagnostic and Statistical Manual of Mental Disorders 
(DSM-IV-TR, 2000) and some items were added or modified. Subject matter experts in 
.. ---~----... ----------.--~ .. -----.... --- _ ._---- _ ... 
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the field of psychology were then consulted regarding the appropriateness of the items, 
and the surveys were then modified according to feedback. Although the surveys used in 
this study have not been standardized or previously published, they have been based on 
psychometrically established measures or criteria as described above. The present study 
will also serve to generate data to establish psychometric reliability and validity of the 
Mental Health Needs Survey. 
Translation o/measures. All forms given to parents were translated into Spanish 
by a person fluent in Spanish and further edited by a mental health professional identified 
as a Native Spanish-Speaker. Butcher (2004) identified a set of standards for developing 
an equivalent test form in another language. Although Butcher's recommendations were 
developed specifically for the translation of personality inventories, such as the 
Minnesota Multiphasic Personality Inventory (MMPI-2; Butcher, Dahlstrom, Graham, 
Tellegen, & Kaemmer, 1989), these principles were easily be adapted to the survey 
measure used in this study. His first recommendation is to obtain copyright permission. 
Copyright issues will not pertain in this study because the principal investigator 
developed the survey being used with the assistance of the subject matter experts. 
Butcher's second recommendation is to recruit a true bilingual (i.e., an individual who 
has lived and functioned in both languages) to conduct an initial translation. The third 
recommendation is to recruit a second true bilingual to back translate to cross check the 
accuracy of the translation. This step helps identify problematic items that may need 
modification due to cultural differences. To improve upon this step, the principal 
investigator recruited a true bilingual with an advanced degree in the field of mental 
health to back-translate into the English language. The last recommendations are to 
-------~ - ... - . ~------- ------
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conduct a test-retest study using 100 or more bilinguals as a sample, conduct a normative 
study to collect data that targets the country or group of interest, and perform statistical 
analyses to ensure the external validity of the measure. These last recommendations are 
valuable for future research possibilities, but are beyond the scope of this study. 
----------------- --
- - - ---- - - - - --
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Results 
Validity for the Mental Health Needs Survey was assessed by calculating a 
covariance matrix to determine a Cronbach's alpha using SPSS. Each survey item 
represents a clinical symptom that falls under the umbrella ofa DSM-IV TR diagnosis. 
These items were then con-elated with all other item symptoms that also fall under the 
same diagnostic umbrella to see how strongly the items were associated with one another. 
For the parent sample, the analysis resulted in a reliability of .91 for the Mood Subscale, 
.87 for the Anxiety Subscale, .87 for the Posttraumatic Stress Subscale, .96 for the 
Attention Deficit/Hyperactivity Subscale, .94 for the Behavioral Subscale, .90 for the 
Autism Spectrum Subscale, and .99 for Substance Abuse Subscale. For the school 
personnel, the analysis resulted in reliability of .82 for the Mood Subscale, .83 for the 
Anxiety Subscale, .82 for the Posttraumatic Stress Subscale, .94 for the Attention 
Deficit/Hyperactivity Subscale, .94 for the Behavioral Subscale, and .84 for the Autism 
Spectrum Subscale. Unfortunately, a Chronbach's alpha for the Substance Abuse 
Subscale could not be calculated for the school personnel participants due to insufficient 
or missing data. 
Participant Data 
Seventy-four parents and 15 school personnel provided information by means of 
questionnaires that were created specifically for this study and are described below. One 
pmiicipant's data was removed because the informed consent was not signed, resulting in 
a total of 73 total parent paliicipants. The number of responding parents represented 
- ----- - - --- -- - --- - ---- --- ------------ -----------
approximately 28% of the households with children that attend the elementary school. 
The parents or caregivers were self-described as 47.9% (n = 35) Caucasian, 47.9% 
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(n = 35) Hispanic, 1.4% (n = 1) Asian, 1.4% (n = 1) Native Hawaiian or Pacific Islander, 
and 1.4% Cn = 1) Middle Eastern. The ethnicities of the children being rated were 56.2% 
Hispanic, 35.6% Caucasian, 4% Asian, 1 % Native Hawaiian or Pacific Islander, 1 % 
Middle Eastern. Approximately 88% (n = 63) of parents or caregivers were identified as 
biological parents. The remaining 12% were legal guardians or close family members 
responsible for child care. In regards to gender, 75% Cn = 55) of the parents or caregivers 
were female and 25 % Cn = 18) were male. These participants reported a mean of 1.76 
children per family attending the elementary school. Nineteen of these participants were 
reportedly bilingual, 47 were unilingual (i.e., with fluencies in either English or Spanish), 
and the remaining 7 declined to answer. 
The response rate for school personnel was approximately 28%. The participating 
school persomlel were 73% Cn = 11) Caucasian, 20% (n = 3) Hispanic, and 7% Cn = 1) 
Multiethnic. Of the sample, 7% Cn = 1) were employed as an administrator, 60% (n = 9) 
as teachers, 14% (n = 2) as an instructional assistant, and 21 % were specialists (1 school 
counselor, 1 school psychologist, and 1 English Language Leamer Instructor). The 
average number of years of experience working in an educational setting was 9.6. Over 
half (60%) of the school personnel sample identified as bilingual, with language fluencies 
in English and Spanish. 
Data Analyses 
The Mental Health Needs Survey developed for this project was used to assess the 
perceptions of children's emotional; behavioral, and developmental difficulties using 
- -~ --------- -- ~-- -- - -------- - -
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information derived from parents and school personnel. A frequency analysis was 
conducted in SPSS to determine the perceptions of children at risk for various mental 
health problems, including mood, anxiety, posttraumatic stress, behavioral, autism 
spectmm, and substance abuse problems. For the purpose of this study, parent and school 
persOlmel responses that indicated an average endorsement of mental health symptoms as 
a moderate, serious, or extremely serious problem within anyone of the mental health 
problems subscale indicated that the children being rated were potentially at risk for a 
diagnosable disorder. Information ofthis type could be helpful in making appropriate 
refelTals to a mental health service and identifying potentially helpful SBMH programs 
that could be provided for students in need. 
A summary of the following findings is presented in Figure 1. An examination of 
the data derived from parent perspectives provided useful information regarding the 
mental health needs of their children. A content analysis revealed that 5 parents, or 6.9% 
of the sample, perceived symptom characteristics of a mood disorder to be a problem for 
their children. Another 3 parents, or 4.1 % of the sample, endorsed symptom 
characteristics of an anxiety disorder to be a problem. An additional 5 parents, or 6.9% of 
the sample, endorsed symptom characteristics that would suggest a problem related to a 
possible trauma experience. Next, at least 8 parents, or 11.0% of the sample, endorsed 
symptoms characteristic of attention deficit/hyperactivity disorder for their children. At 
least 2 parents, or 2.7% of the sample, endorsed symptoms characteristic of a behavioral 
disorder for their children. Another 4 parents, or 5.5% of the sample, endorsed symptoms 
characteristics of an autism spectrum disorder. Finally, 2 parents, or 2.7% of the sample, 
._---- ---_ .. _---- . --- - -------_ .. _----- _.----------- ._--
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perceived their children to engage in symptoms characteristic of a substance abuse 
disorder. 
Figure 1. Parent reports of child mental health needs depicted according to a 
psychological symptom group 
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Mental Health Symptom Group 
Compared to parent perspectives, school personnel responses followed a pattern 
similar to parent responses with the exception of perceptions regarding behavior 
problems. Thus, a content analysis revealed that 4 school personnel, or 26.6% of the 
sample, endorsed items consistent with mood problems. Another 2 school personnel, or 
13.3% of the sample, perceived anxiety problems among the student body. Another 3 
school personnel, or 20% of the sample, perceived problems related to a possible trauma 
experience among the student body. An additional 5 school personnel, or 33.3% of the 
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sample, perceived problems with attention or hyperactivity among the student body. 
Next,5 school personnel, or 33.3% of the sample, endorsed behavioral problems among 
the student body. Only 1 school personnel participant, or 6.6% ofthe sample, perceived 
autism spectrum problems among the student body. Finally, 73.3% (n = 11) of school 
personnel rated substance abuse as not a serious problem, and 26.7% (n = 4) school 
personnel were unable to judge substance abuse as a problem among the student body. A 
summary of these findings is presented in Figure 2. 
Figure 2. School personnel reporting child mental health needs depicted according 
to a psychological symptom group 
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The data from this study also provided information regarding the perceived 
barriers to mental health services in this community. Figure 3 provides a summary of all 
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eight barriers and the percentage of the parent sample that indicated each barrier as the 
main obstacle to mental health treatment. From the parent perspectives, cost was the 
barrier most commonly endorsed. In fact, 37% of the parent sample identified cost as the 
most problematic barrier. Lack of insurance was the second most commonly endorsed 
barrier (21 %). 
Figure 3. Most commonly perceived barriers to child mental health care as reported 
by parents 
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Figure 4 provides a sUlmnary of the school personnel perceptions of barriers to 
child mental health care. In comparison to these data on parent perspectives, school 
personnel identified similar barriers. In fact, 42% of school personnel identified lack of 
insurance to be the primary reason for mental health care underutilization and 31 % 
--- - - --- - -_._--- - - - ----- -
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identified cost as the major barrier. These data are promising because they indicate a high 
level of agreement among parents and school personnel regarding barriers to mental 
health care for children in that cost and lack of insurance were the primary barriers 
indicated by both samples. Percentages regarding transportation problems, schedule 
conflicts, and lack of information about mental health providers have been omitted 
because those items were not endorsed as a primary barrier by school personnel. 
Figure 4. Most commonly perceived barriers to child mental health care as reported 
by school personnel 
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As mentioned before, school persomlel were asked an additional question on the barriers 
questionnaire regarding supports that, in their opinion, would increase the success of a 
mental health referral. School persomlel ranked the following SUppOltS: List of providers 
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and contact numbers, list of available services, opportunity to meet providers, 
information on cost and fees, confirmation referral was successful, consultation on 
appropriateness of referral, and opportunity to give input on student needs. As illustrated 
in Figure 5, results were that 41 % of school personnel agreed that a list of providers and 
contact information were the most important supports for making a successful mental 
health referral. Neither a confirmation of successful referral nor an opportunity to meet 
the mental health provider was perceived as critical to the referral process. 
Figure 5. Most commonly endorsed supports for improving likelihood of successful 
mental health referral by school personnel 
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The data derived from this study also illustrated how the mental health needs of 
Caucasian youth compare to the mental health needs of Hispanic youth in this 
- - - --- --- -- - - - --- -
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multicultural community. As illustrated in Figure 6, more parents of Caucasian youth 
perceived their children as being at risk for mood, behavior, and substance abuse 
problems when compared to parents' perceptions of Hispanic youth. For all other 
subscales (i.e., anxiety, posttraumatic stress, attention and hyperactivity, autism spectrum 
subscales), the number of perceived at-risk youth was equal for both ethnic groups. 
Figure 6. Comparing parent reports of mental health needs of Caucasian and 
Hispanic children depicted according to a psychological symptom group 
5 
~ 
~4 
CI) 
c:: 
-3 c CI) 
... 
III 
Do 
.... 2 0 
a Hispanic 
[J Caucasian 
... 
CI) 
.c 1 E 
~ 
z 
0 
0° ~o 
Mental Health Symptom Group 
Some of the symptoms endorsed by parents on the Mental Health Needs Survey 
raised some serious concerns. At least 2 children were identified as setting fires by 
parents that described this behavior as a moderate to very serious problem. At least 2 
children were identified as using weapons. Further, 3 children were identified as having 
- - - _ ...... __ . .... __ ........ . _ -
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used alcohol, 2 youth were identified as having used tobacco, and 2 youth were identified 
as having used illicit drugs. This information is especially disconceliing considering the 
age and developmental stages of the children being described. 
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Discussion 
The first objective of this study was to identify the mental health needs of students 
enrolled in grades K-4 found in a small, multicultural community. Although these data 
are only one source of information and cannot be used for diagnosis, the numbers do 
indicate parent and school personnel perceptions of mental health problems faced by 
these school-aged youth. The most common symptoms identified as moderately to 
extremely serious across parents and school personnel were problems related to attention 
and hyperactivity. The next most common symptoms agreed upon by both rater groups 
were those related to mood problems. The third most common symptoms agreed upon by 
both samples were problems related to posttraumatic stress; however, it should be 
emphasized that these data are difficult to interpret without any knowledge of exposure to 
trauma. Despite this lack of information, these numbers raise concerns that children likely 
at risk for PTSD could be going without mental health care. 
Interestingly, a large discrepancy was noted between the numbers of perceptions 
regarding behavioral problerris. It was observed from the data that more school personnel 
(n = 5) reported general behavioral problems as a moderate to serious problem when 
compared to the parent sample (n = 2). This incongruity is the single area where the 
pattern of reported problems differed substantially among the samples. It is unknown 
why such a difference in perceptions exists regarding behaviors but, as mentioned in the 
- - _. __ ._ - _.- - - --- -- - - -
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review of the literature regarding mental health needs surveys, it could be hypothesized 
that school personnel have a larger frame of reference for comparing behaviors of youth. 
Finally, symptoms related to anxiety, autism, and substance abuse were the least 
commonly perceived problems by both parents and school personnel. However, it should 
be noted that although these problems were not among the highest perceived problems 
they are still cause for concern. These findings may indicate a need for more formal 
mental health assessments for identified at-risk youth. 
Another research objective was to identify the perceived barriers to mental health 
services for this population. According to parents, the most commonly perceived barriers 
to mental health care were reported to be cost and lack of insurance, at rates of38% and 
21 % respectively. According to school personnel, the most commonly perceived barriers 
to mental health care were reported to be lack of insurance and cost, at rates of38% and 
28% respectively. Although the numbers were reported inversely for these two groups, 
these data indicate a high level of agreement among parents and school personnel 
regarding barriers to mental health care for children. This finding is promising because it 
implies that school personnel are highly attuned to the problems that families ofthis 
community encounter in regards to mental health care utilization. 
Information regarding barriers is particularly important for a number of reasons. 
First, identifying barriers to mental health care utilization increases the potential for 
leaming in children. Also, this infommtion provides insight for SBMH stakeholders 
regarding how to make mental health services the most accessible for these children and 
families. Because cost and lack of insurance were indicated as the most significant 
balTiers, this community could benefit from a list of low-cost mental health services . 
. _- _ ... _ --
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However, as seen in the literature, providing information regarding mental health 
resources in the community does not fully address the problem. Other barriers such as 
stigma, lack of awareness, logistical problems, provider shortages, and insurance 
limitations can pose additional obstacles to mental health care utilization. Therefore, the 
implementation of a SBMH program in this school should be strongly considered. 
The last research objective was to identify how the mental health needs of 
Caucasian school-aged youth compare to the mental health needs of Hispanic youth in 
this community. The result was that more parents of Caucasian youth identified mood, 
behavior, and substance abuse problems when compared to parents of Hispanic youth. 
For all other mental health problems (i.e., anxiety, posttraumatic stress, attention and 
hyperactivity, and autism spectrum symptoms), there was no difference across ethnic 
groups in perceptions ofthe number of youth with given problems. These data do not 
support previous research that Hispanic children have higher rates of pathology when 
compared to Caucasian children. 
There are at least two possible reasons that fewer Hispanics, on average, were 
perceived as being at risk for a mental disorder. First, although some researchers have 
suggested that Hispanics tend to be faced with more stressors (Le., poverty, oppression, 
problems with acculturation), Hispanics also tend to valuefamilismo, or strong 
connections among family members (Organista, 2004). Having strong interpersonal 
relationships within the family has enormous benefits for moderating the effects 
psychological problems (Hernandez, Plant, Sachs-Ericsson, & Joiner, 2004). In tum, this 
interpersonal support buffer may result in fewer psychological problems for Hispanic 
children. 
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Another possible reason for this finding could be that Hispanic participants 
underreported the severity of symptoms exhibited by their child or children. Hispanics 
may be less inclined to report their child's symptoms for fear that the information they 
provide could be used to blame them or raise serious concerns about their family 
functioning. Although it was stated explicitly in the informed consent that the 
participant's responses would not be disclosed to the school district, Hispanics and other 
ethnic minorities are often treated disrespectfully and, consequently, oppressed in the 
general society. These experiences of oppression could serve to enhance a sense of 
distrust and impede full disclosure regarding their child's social, emotional, and 
behavioral functioning. It should also be noted that the ternlS mental health and 
psychology tend to have negative cOlll1otations among the Hispanic community. 
Therefore, symptom severity on a survey of mental health needs may not have been 
reported to the extent actually perceived for fear of being labeled, judged harshly, or 
blamed. 
Limitations 
There are several limitations of this study worth noting. The first limitation is that 
this study is based on a sample of convenience rather than being random and, 
consequently, is considered quasi-experimental in design. Participants were recruited at 
school events, such as parent-teacher conferences. This approach to sampling fails to 
capture the perceptions of parents that do not or call110t attend school events. It could by 
hypothesized that the popUlation of families that do not attend such events may not be 
functioning well or may not have strong relationships with school personnel. Researchers 
in the future may want to employ additional approaches to obtaining responses by using 
--------
mail-in methods or attending outside functions that are unaffiliated with school. 
Therefore, the findings of this research should be interpreted with caution when 
generalizing to school-aged youth in the general population. 
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It should also be considered that the responses used to identify at-risk symptoms 
may not be fully accurate in describing the experiences of these children. While it could 
be that the findings in this study are complicated by parent projections of problems, it 
could also be true that parents are not entirely aware of the problems experienced by their 
children. The dilemma is that direct interviews with these children would pose similar 
difficulties because the vast majority of these children are not developmentally capable of 
verbalizing accurate infonnation about their psychological experiences. Future research 
may want to incorporate direct child observations or interviews in addition to parent 
reports. 
The Mental Health Needs Survey was developed specifically for this study and, as 
a result, limitations of such a survey are numerous. Although reliability coefficients 
ranged from .82 to .99, the extent to which the survey appropriately measured mental 
health needs is unknown. Further, no norms had been established prior to this study. The 
items developed for this study were derived from the DSM-IV-TR (2000) and the K-
SADS-PL (Kaufman, Birmaher, Brent, Rao, & Ryan, 1996); therefore, cultural 
syndromes (i.e., mal de ojo, sus to, ataques de nervios) were not addressed specifically. 
Future research is needed to examine whether the measure is relevant for Hispanic 
populations. 
The measure was also designed to identify general mental health needs of school-
aged youth. It should be stressed that parents and school personnel were asked to report 
----- ----- - --- -- - ---------------- --------- --
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symptoms that their children or students generally exhibit. Because an individual child 
was not necessarily the unit of measurement, the survey cannot be used adequately as an 
assessment or diagnostic tool. Rather, this measure can be used to identify specific 
mental health problems perceived to be serious and provide information regarding the 
SBMH programs would be useful for an identified population. 
Conclusion 
Despite these limitations, outcomes for this project highlight the potential mental 
health problems experienced by youth that may not currently be addressed due to the 
many ban-jers to utilizing mental health care. The fact that there was a high level of 
agreement across parents and school personnel is encouraging. Raising awareness 
regarding agreed upon ban-iers assists stakeholders in understanding and combating such 
obstacles to mental health care. And, although it is not known exactly why Hispanics 
reported fewer problems than the Caucasians, this outcome underscores the importance of 
future studies regarding SBMH needs to incorporate ethnic minority youth. 
Finally, these data indicate an opportunity for training clinicians to provide 
SBMH services for children at risk for a mental health disorder and simultaneously 
benefit a community in need of low cost or free mental health services. It is anticipated 
that the data derived from this study will be useful in providing infom1ation for the 
school surveyed, as well as creating the potential for the implementation of a SBMH 
program. 
---_ .. _---
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Appendix B 
Demographic Questionnaire - Parent Form (Spanish) 
If-Va soy: 
i 
Cuestionario Demogratico - Formulario para Padres 
ia. Un padre bio16gico del nifio sobre el que estoy llenando los cuestionarios __ 
~. BI(la) tutor(a) legal del nino sobre el que estoy llenando los cuestionarios __ 
i 
46 
'c. Otro miembro de la familia del nifio sobre el que estoy llenando los cuestionarios __ 
I 
lPor favor explique: ____________ _ 
2. Por favor indique su sexo: 
a. Femenino 
b. Masculino 
4. POI' favor indique cuclntos de sus ninos asisten a una escuela de K a 4 (Kinder a Cuarto Grado): __ 
. 'Por tavornombf(~ ios?:~'-'-' 
r.-,. 
,s. Numerode idiomas que usted habla con'flulcta: 
:idiomas: -------~--~----------------------------------------------------~ 
6. Por favor indique el grupo etnico de usted: 
a. Cauca.sico (Blanco ) __ 
b. Negro 0 Afro Americano __ 
c. Hispano __ 
d. Indigena Americano 0 Nativo de Alaska __ 
e. Asiatico 
f. Nativo de Hawai u otra Isla del Pacifico __ 
g. Otro __ Por favor indiquelo: ___________ -------------------------------------
- -
7. POI' favor lIldique el grupo 6tnico su nino: 
:a. Caucasico (Blanco ) __ _ 
b. Negro 0 Mro Americano 
i --
, b. Hispano __ 
:d. Indigena Americano 0 Nativo de Alaska __ 
:e. Asiatico 
if. Nativo de Hawai u otra Isla del Pacifico 
'g. Otro ____ POI' favor indiquelo:, _____ ~ __ ~ ________________ -------------------
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Appendix C 
Demographic Questionnaire - School Personnel Form 
Demographic Questionnaire - School Personnel Form [i:1 am a(n): .. .. . ... ...... . 
la. Administrator __ 
lb. Teacher __ 
! 
Ic. School Counselor __ 
Id. School Psychologist _ _ 
Ie. Other schoolofficial __ Please indicate your job 
Ititle: _______________ _ 
i L. •••••• __ • __ •• _. __ . __ • _ _ ••• _ ... _ ___ • 
2. If you are a teacher, please indicate which type of teacher: 
a. Regular Education Teacher __ 
b. Special Education Teacher __ 
C. Music Teacher 
d. Physical Education Teacher __ 
e. Not a Teacher 
f. Other Please 
explain: ______ _ _ ____ _ ____________ _ 
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i 3~ Numb'e~ofi~lnguagesy~u·speak fluently?: '.. . --- Plea~ liSt----------c'T~·j--- ---· ·--' - -- ~;' ::7; 
ih'lnguages :'" 
!. ". '.,c_ . ~-~"--'-~---~---;".... 
... ... - --.~ .. _ .... _ ......... _. .. . ............ ---.. - .. -.. --.~-.. --.- .-.--.-.-.. -.-.. --.- .. - ----.- .--.. ------.-,,-~.-.-----...• ---- -.-.-.-- .. -.-. :..~ .,-.~.- .. ------.-.. ,.-- . 
4. Please indicate your ethnic group: 
a. Caucasian 
b. Black or African American 
C. Hispanic __ 
d. American Indian or Alaskan Native 
e. Asian 
f. Native Hawaiian or other Pacific Islander 
g. Other: __ Please 
describe: 
-----------------------------
1---- ····-··-··-· .. ····---·····--· .. - ---·-·---- .. --·---- -----.. - .--.-----------.------ -.-- ---- ---------.- .. - . -----, 
i5. How many years of experience do you have working in an educational setting? __ J 
! ...... .... __ ._.:-- -- -_ ... - .. . _---.-----_._--------_ .. - - --------- -_ ._---_ .. _--_._._-_. __ ... _-----_._------ ---
6. Which age group do you primarily work with?: 
a. Kindergarten __ 
b. 1st Grade 
49 
c. 2nd Grade __ 
d. 3rd Grade 
e. 4th Grade __ 
f. Multiple age groups __ 
g. Other __ Please 
explain:. ______________________ _ 
_ .. _---_._-----
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AppendixD 
Barriers Questionnaire - Parent Form (English) 
--------- ---- -- ------ ---.-- _ .. -----
- --- -- ---- - ----- ----- - ------------ ------
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Barriers Questionnaire - Parent Form 
Please rank the following barriers that, in your opinion, keep students and families from receiving 
appropriate mental health care using a scale of 1 (very much a barrier) to 8 (not a barrier): 
a. Cost 
b. Lack of insurance 
c. Transportation problems __ 
d. Schedule conflicts 
e. Mental health provider shortages __ 
f. Feelings of embarrassment or guilt __ 
g. Lack of information about mental health problems __ 
h. Insurance does not cover mental health expenses __ 
Please use the space provided to describe any other barriers to receiving and/or accessing mental hea11 
care: _________________________________ _ 
- ---- - - -------- - - --- -
- - --------- - --------- - ----------
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Appendix E 
Barriers Questionnaire - Parent Form (Spanish) 
---- -- ------- --- - -- ---- -----
-----_._---._ .. _. -------~.---
53 
Cuestionario sobre Obstaculo - Formulario para Padres 
Por favor pongale en orden de importancia a los siguientes ObSUlculos que, seglin su opinion, impiden 
que los estudiantes y las familias reciban atencion de salud mental apropiada usando una escala de 1 ( 
gran obstaculo) a 8 (no es un obstaculo): 
a. Costo 
b. Falta de seguro medico __ 
c. Problemas de transporte __ 
d. Conflicto con el horario 
e. Escasez de profesionales de atenci6n de salud mental (psicologo, consejero, terapeuta, psiquiatra, 
etc.) __ 
f. Sentimientos de culpa 0 vergiienza __ 
g. Falta de informacion acerca de los problemas de salud mental __ 
h. El seguro medico no cubre los gastos de salud mental __ 
Por favor use el espacio proporcionado mis abajo para describir cualquier otro obstaculo en ellogro c 
acceso a la salud mental. 
atencion:~ _________ ~ _________ ~ ____ ~ _______ _ 
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Demographic Questionnaire - Parent Form 
ILIan} a:--------.-------------
la. Biological parent of the child I am rating __ 
! b. Legal guardian of the child I am rating ! . .--
iC. Other family member of the child I am rating __ Please explain: 
2. Please indicate your gender: 
a. Female 
b. Male 
--------------------~ 
4. Please indicate how many of your children are enrolled in K-4 school: __ 
6. Please indicate your ethnic group: 
a. Caucasian 
b. Black or African American 
c. Hispanic __ 
d. American Indian or Alaskan Native 
e. Asian 
f. Native Hawaiian or other Pacific Islander 
g. Other __ Please describe: ________________________ __ 
:7. Please indicate the ethnic group of your child: 
a. Caucasian 
b. Black or African American 
I 
:c. Hispanic __ 
'd. American Indian or Alaskan Native 
'e. Asian 
I 
~. Native Hawaiian or other Pacific Islander 
.... __ ._ ... _-_ .. -_ .. ---_ .. _.-- .. ------_.--,---- .---------.----.--.---.-.---~ .. - .. --. 
, 
g.Qtl1eT ___ l~le_~~e.Q~_~..sri.I:J~:.~~ __________ ~_~~~ _______ ---' 
--.---~- .. ----.--.--- -----.-------------------.--.----~-----.. -----..... 
- ---- --- - - --- --- - - ------ - ----
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AppendixF 
Barriers Questionnaire - School Personnel Fonn 
--- -----_._----_._---------_._- -------- - - - - - - -
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Barriers Questionnaire - School Personnel 
11. Please rank the following barriers that, in your opinion, keep students and families from receiving 
I 
:appropriate mental health care using a scale of 1 (very much a barrier) to 8 (not a barrier): 
I 
a. Cost 
~. Lack of insurance __ 
;c. Transportation problems __ 
:d. Schedule conflicts 
:e. Mental health provider shortages __ 
r. Feelings of embarrassment or guilt __ 
ig. Lack of information about mental health problems 
I --
I 
h. Insurance does not cover mental health expenses 
i --
i 
Please use the space provided to describe any other barriers to reCeiVingand/or~~ceSSing mental 
care: ---___ ---_----------___________ ....;....c.. __ ------; 
2. Please rank the following information that, in your opinion, elementary school staff who refer 
students to community-based mental health counseling need to increase the likelihood of success usin 
scale of 1 (very much needed) to 7 (not needed): 
a. List of providers and contact numbers __ 
b. Specific list of available services __ 
c. Opportunity to meet providers __ 
d. Information on cost & fees 
e. Confirmation referral was successful 
f. Consultation on appropriateness of referral __ 
g. Opportunity to give input on student needs __ 
Please use the space provided to describe any other information needed to increase the likelihood of a 
successful referral process: 
" .. _ .. _--_._._- ---- .-... ---.. --..•.... -.~--- . . - .. ------.. - .. -.----.------. 
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Survey of Student Mental Health Needs: Parent Fonn 
The purpose of the following survey is to gather information about the needs of students 
enrolled in grades K-4 in the Forest Grove School District. 
Each item will be rated on a 5-point scale. Please circle only one answer for each item. 
Indicate a behavior as a problem only if student(s) exhibit the behavior more than is 
typically expected for children of this age. Please do not include names or other 
identifying student information on these forms. 
Your answers on this form should represent a broad perspective (Le. please think to 
yourself "In gel1eral,jor my child or children ... how much of a problem is this?"). 
For the following items, please rate each item by circling the appropriate number on the 
following scale: 
1 = Not a Serious Problem and 5 = Extremely Serious Problem. 
For example, circling 1 means your child or children do not show 
this behavior, or show it very rarely. Circling 5 means your child 
or children show(s) this behavior enough that it becomes an 
extremely serious problem for you and/or for them. 
If you feel that you do not have enough information to answer a question, please circle 
the X in the Unable to Judge column. 
Nota Somewhat Moderately Very Extremely Unable 
Serious Serious Serious Serious Serious to 
Problem Problem Problem Problem Problem Judge 
" 
1. Feeling sad or down 1 2 3 4 5 X 
'. 
2. Tearfulness 1 2 3 4 5 X 
3. ' Loss of interest in activities 1 2 3 4 5 X 
4. Irritability 1 2 3 4 5 X 
5. Loss of appetite 1 2 3 4 5 X 
6. Sleeping problems (i.e., early 1 2 3 4 5 X 
waking, problems falling asleep) 
7. Boredom 1 2 3 4 5 X 
8. Fatigue 1 2 3 4 5 X 
58 
Nota Somewhat Moderately Very Extremely Unable 
Serious Serious Serious Serious Serious to 
Problem Problem Problem Problem Problem Judge 
9. Difficulty concentrating 1 2 3 4 5 X 
10. HalTI1S self (i.e., bangs head 1 2 3 4 5 X 
on floor, bums or cuts self, etc.) 
11. Excessive energy 1 2 3 4 5 X 
12. Worries about safety 1 2 3 4 5 X 
13. Excessive shyness 1 2 3 4 5 X 
14. Nervous around peers 1 2 3 4 5 X 
15. Crying fits or tantrums 1 2 3 4 5 .:::,; X 
16. Refusal to go to school 1 2 3 4 5 X 
17. Complaints ofaches/pains 1 2 3 4 5 X 
18. Perfectionism (i.e. over- 1 2 3 4 5 X 
concem with doing things right) 
19. Has frightening dreams 1 2 3 4 5 
, 
X 
.. _. 
'< 
20. Restlessness 1 2 3 4 5 X 
21. Unusual content in play 1 2 3 4 5 X 
, 
22. School performance decline 1 2 3 4 5 X 
23. Trouble finishing homework 1 2 3 4 5 X 
24. Makes careless mistakes 1 2 3 4 5 X 
25. Does not seem to listen 1 2 3 4 5 X 
26. Trouble following 1 2 3 4 5 X 
instructions 
- - - - -_ . . _--_ ..... - . .. --.-- - .-. ----- '~-- ' ---
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Not a Somewhat Moderately Very Extremely Unable 
Serious Serious Serious Serious Serious to 
Problem Problem Problem Problem Problem Judge 
27. Trouble paying attention 1 2 3 4 5 X 
28. Disorganization (i.e., messy 1 2 3 4 5 X 
room or desk) 
29. Loses things 1 2 3 4 5 X 
30. Forgetfulness 1 2 3 4 5 X 
31. Difficulty staying still 1 2 3 4 5 X 
-'l 
32. Excessive talking 1 2 3 4 5 X 
33. Difficulty awaiting tum 1 2 3 4 5 , X 
~~ .. ,. 
34. Interrupts 1 2 3 4 5 X 
35. Argues with adults 1 2 3 4 5 X 
36. Disobeys rules 1 2 3 4 5 X 
37. Refuses to cooperate with 1 2 3 4 5 X 
adult requests 
38. Annoys others on purpose 1 2 3 4 5 X 
39. Blames others 1 2 3 4 5 X 
40. Has experienced the recent 1 2 3 4 5 X 
death of someone close 
41. Has used alcohol 1 2 3 4 5 X 
42. Has used tobacco 1 2 3 4 5 X 
43. Has used drugs (i.e., drugs not 1 2 3 4 5 X 
prescribed by a doctor or over-the 
counter medication) 
44. Views body in a way that is 1 2 3 4 5 X 
clearly unrealistic 
----- ._-_ .... ----- ------
-----------------------------------_._-----------
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Nota Somewhat Moderately Very Extremely Unable 
Serious Serious Serious Serious Serious to 
Problem Problem Problem Problem Problem Judge 
45. Eating problems 1 2 3 4 5 X 
46. Over-concem with weight 1 2 3 4 5 X 
47. Incontinence/Toileting 1 2 3 4 5 X 
issues 
48. Health problems 1 2 3 4 5 X 
49. Communication problems (i.e., 1 2 3 4 5 X 
difficulty speaking or 
understanding others) 
50. Poor academic achievement 1 2 3 4 5 X 
51. Trouble making friends 1 2 3 4 5 X 
; 
52. Leaming to talk was delayed 1 2 3 4 5 X 
53. Difficulty using imagination or 1 2 3 4 5 X 
fantasy in play 
54. Difficulty changing routines 1 2 3 4 5 X 
55. Overly·sensitiye.to light, 
I 1 2 3 4 5 X solilld, or· touch . 
56. Difficulty understanding 1 2 3 4 5 X 
gestures or other nonverbal 
communication 
57. Fighting 1 2 3 4 5 X 
58. Lying 1 2 3 4 5 X 
59. Theft 1 2 3 4 5 X 
60. Bullying 1 2 3 4 5 X 
61. Uses weapons 1 2 3 4 5 X 
62. Cruelty to animals 1 2 3 4 5 X 
.------_.- --- - ._----------_ ... _-----------
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Nota Somewhat Moderately Very Extremely Unable 
Serious Serious Serious Serious Serious to 
Problem Problem Problem Problem Problem Judge 
63. Destroys other's property 1 2 3 4 5 X 
64. Sets fIres 1 2 3 4 5 X 
65. Runs away 1 2 3 4 5 X 
66. Physically cmel to others 1 2 3 4 5 X 
67. Engages in repetitive behaviors 1 2 3 4 5 X 
(i.e., tic movements or rituals) 
" 
68. Other 1 2 3 4 5 X 
(please list symptom in the line 
provided) 
- ------- - ------ - - ------_._-_ .. _--- ------_ . ..... _ .. __ .-.....• 
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Mental Health Needs Survey - Parent Form (Spanish) 
--- - ----- - ---- - --
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. ' Encuesta sobre N ecesldades en el Area de la Salud Mental: 
F ormulario para Padres 
El proposito de la siguiente encuesta es recoger informacion acerca de las necesidades de 
los estudiantes de kinder a cuarto grado en el Distrito Escolar Forest Grove. Cada 
pregunta sera calificada con una escala de 1 a 5. Por favor marque solo una respuesta en 
cada punto. Indique esa conducta como un problema solo si el estudiante presenta esa 
conducta mas de 10 que se espera tipicamente en un nino de esa edad. Por favor, no 
incluya nornbres u otra informacion que puede identificar al estudiante en estos 
formularios. 
Sus respuestas en este formulario deben mostrar una perspectiva amplia (Ej. piense: 
"lEn general, que tan grave es este problema para mi nino?"). 
Por favor ealifique cada uno de los siguientes puntos encerrando en un circulo el numero 
apropiado seg-un la siguiente escala: 
1 = No es un Problema Grave y 5 = Es un Problema Extremadamente Grave. 
POl' ejemplo, marcar e1 1 significa que su nino(s) no muestra(n) 
esta conducta, a la muestra(n) muy raramente. Marear el 5 
significa que su nifio(s) muestra(n) esta conducta 10 suficiente 
como para que sea un problema extremadamente serio para usted 
a para elIas. 
Si usted cree que no tiene suficiente informacion como para contestar una pregunta, por 
£ . 'llX 11 dI dJ avor enClerre en un ClIeu 0 a en a co umna e ncapaz e uzgar. 
Problema Problema Problema Problema Problema Incapaz 
No Algo Moderadamente Muy Extremadamente de 
Grave Grave Grave Grave Grave Juzgar 
1. Triste 0 deprimido(a) 1 2 3 4 5 X 
. -
2. Lloroso(a) 1 2 3 4 5 X 
3. Perdida de interes por 1 2 3 4 '5 X 
realizar actividades 
4. Irritabilidad 1 2 3 4 5 X 
5. Perdida del apetito 1 2 3 4 5 X 
6. Problemas para dormir 1 2 3 4 5 X 
(Ej .: despielia temprano, 
Ie cuesta dormirse) 
7. Abuu-imiento 1 2 3 4 5 X 
8. Cansancio 1 2 3 4 5 X 
-- ----- -- -- - ----
- - --- - - -- ._----
- ------ .. --.-.-.-.----- --------~.-.-.-- ... ------------ - .- .. .... _.- _. -----.--.-.-. 
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Problema Problema Problema Problema Problema Incapaz 
No Algo Moderadamente Muy Extremadamente de 
Grave Grave Grave Grave Grave Juzgar 
9. Dificultad para 1 2 3 4 5 X 
concentrarse 
10. Se hace dana (Ej. se 1 2 3 4 5 X 
golpea la cabeza en el 
suelo, se quema 0 se 
corta, etc.) 
11. Exceso de energia 1 2 3 4 5 X 
12. Le preocupa la 1 2 3 4 5 X 
seguridad 
13. Timidez excesiva 1 2 3 4 5 X 
.. . , 
.~~ .. ;., 
14. Nerviosismo 1 2 3 4 5 X 
alrededor de sus 
compafieros 
15. Ataques de llanto 0 1 2 3 4 5 X 
belTinches ~ 
16. Rehllsa ir a 1a escue1a 1 2 3 4 5 X 
17. Se queja de 1 2 3 4 5 X 
dolores/malestares 
..::c 
18. Perfeccionismo( Ej .: 1 2 3 4 5 X 
Extremada preocupacion 
por hacer todo bien 
19. Tiene suefios 1 2 3 4 5 X 
espantosos 
20. No se queda 1 2 3 4 5 X 
quieto(a) 
21. Contenido inusual en 1 2 3 4 5 X 
sujuego 
22. Bajo(a) en el 1 2 3 4 5 X 
rendimiento escolar 
23. Problemas para 1 2 3 4 5 X 
terminal' sus tareas 
24. Comete elTores por 1 2 3 4 5 X 
descuido 
25. Parece que no 1 2 3 4 5 X 
escucha 
26. Problemas para 1 2 3 4 5 X 
seguir instrucciones 
.----... -----.-~-- ... - .... -.-------.-.-... -----.--- - .-- ------.-.~------~---
---~ ---- - ------ - --
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Problema Problema Problema Problema Problema Incapaz 
No Algo Moderadamente Muy Extremadamente de 
Grave Grave Grave Grave Grave Juzgar 
27. No pone atenci6n 1 2 3 4 5 X 
28. Desorganizaci6n (Ej.: 1 2 3 4 5 X 
cuarto 0 escritorio 
desordenado) 
29. Pierde sus cosas 1 2 3 4 5 X 
30.0Ividadizo(a) 1 2 3 4 5 X 
31. Dificultad para 1 2 3 4 5 X 
mantenerse quieto(a) 
32. Habla demasiado 1 2 3 4 5 X 
33. Le cuesta esperar su 1 2 3 4 5 ~" X 
tumo 
34. Interrumpe 1 2 3 4 5 X 
35. Discute con los 1 2 3 4 5 X 
aduItos 
, 
36. Desobedece las 1 2 3 4 5 X 
reglas 
37. RehUsa hacer 10 que 1 2 3 4 5 X 
Ie pide unadulto 
I .... 
38. Molesta a los demas 1 2 3 4 5 X 
a proposito 
39. Culpa a los demas 1 2 3 4 5 X 
40. Ha sufrido la muerte 1 2 3 4 5 X 
de alguien cercano 
recientemente 
41. Ha usado alcohol 1 2 3 4 5 X 
42. Ha usado tabaco 1 2 3 4 5 X 
43. Ha usado drogas (Ej.: 1 2 3 4 5 X 
drogas no recetadaspor 
un doctor 0 
medicamentos de venta 
libre) 
44. Ve su cuervo de una 1 2 3 4 5 X 
manera que claramente no es 
realista 
._-- .. _- --- - - ---
~-----------~-~--~~~ 
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Problema Problema Problema Problema Problema Incapaz de 
No Algo Moderadamente Muy Extremadamente Juzgar 
Grave Grave Grave Grave Grave 
45. Problemas alimenticios 1 2 3 4 5 X 
46. Extremadamente 1 2 3 4 5 X 
preocupado(a) por su peso 
47.IncontinencialProblemas 1 2 3 4 5 X 
para ir al bane 
48. Problemas de salud 1 2 3 4 5 X 
49. Problemas para 1 2 3 4 5 X 
comunicarse (ej.: dificultad 
hablando con 0 
, 
entendiendo a los demas) 
50. Logros academicos 1 2 3 4 5 X 
bajos 
51. Problemas haciendo 1 2 3 4 5 ~;~'-. X amistades 
52. Retraso al aprender a 1 2 3 4 5 X 
caminar 
53. Dificultad para usar su 1 2 3 4 5 X 
imaginaci6n 0 fantasia en 
sujuego 
54. Dificultad para cambiar 1 2 3 4 5 X 
de rutina 
55. Extremadamente 1 2 3 4 5 X 
sensitivo a la 1uz, e1 sonido 
o a1 tacto 
56. Dificultad entendiendo 1 2 3 4 5 X 
gestos U otras fonnas no 
verb ales de comunicaci6n 
57. Pelea 1 2 3 4 5 X 
58. Miente 1 2 3 4 5 X 
59. Roba 1 2 3 4 5 X 
60. Intimida 1 2 3 4 5 X 
61. Usa annas 1 2 3 4 5 X 
62. Es cruel con los 1 2 3 4 5 X 
animales 
--~--~--~~- ~ ~~.---~----~ -~--~~~~ ~-~.-~------------- ~~--
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Problema Problema Problema Problema Problema Incapaz 
No Algo Moderadamente Muy Extremadamente de 
Grave Grave Grave Grave Grave Juzgar 
63. Destruye la propiedad 1 2 3 4 5 X 
ajena 
64. Enciende fuegos 1 2 3 4 5 X 
65. Se escapa de su casa 1 2 3 4 5 X 
66. Crueldad fisica hacia 1 2 3 4 5 X 
los demas 
67. Muestra conductas 1 2 3 4 5 X 
repetitivas (Ej.: 
movimientos repetidos 0 
rituales) 
68.0tro 1 2 3 4 5 X 
(por favor indique el 
sintoma en la linea 
proveida) 
--------- ----- - ---- ---- -- --- - -- -- ---- - - ---- -- - ---
- -------- ------ - - ----- - ---
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Appendix I 
Mental Health Needs Survey - School Personnel Form 
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Survey of Student Mental Health Needs: School Personnel Form 
The purpose of the following survey is to gather information about the needs of students 
enrolled in grades K-4 in the Forest Grove School District. Each item will be rated on a 
5-point scale. Please circle only one answer for each item. Indicate a behavior as a 
problem only if student(s) exhibit the behavior more than is typically expected for 
children of this age. Please do not include names or other identifying student information 
on these fOlms . 
Your answers on this form should represent a broad perspective (Le. please think to 
yourself "In general, across all the children I work with ... how much of a problem is 
this?"). 
For the following items, please rate each item by circling the appropriate number on the 
following scale: 
1 = Not a Serious Problem and 5 = Extremely Serious Problem. 
For example, circling 1 means the children you have contact with 
do not show this behavior, or show it very rarelv. Circling 5 means 
one and/or several of the children you have contact with show this 
behavior enough that it becomes an extremely serious problem for 
you and/or for them. 
If you feel that you do not have enough information to answer a question, please circle 
h X' h U bI J d 1 t e mte na e to u 1ge co umn. 
Not a Somewhat Moderately Very Extremely Unable 
Serious Serious Serious Serious Serious to 
Problem Problem Problem Problem Problem Judge 
1. Feeling sad or down 1 2 3 4 5 X ,. 
, 
2. Tearfulness 1 2 3 4 5 X 
3. Loss of interest in activities 1 2 3 4 5 X 
4. Initability 1 2 3 4 5 X 
5. Loss of appetite 1 2 3 4 5 X 
6. Sleeping problems (i.e., early 1 2 3 4 5 X 
waking, problems falling asleep) 
7. Boredom 1 2 3 4 5 X 
8. Fatigue 1 2 3 4 5 X 
-- --- --------------- - --
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Nota Somewhat Moderately Very Extremely Unable 
Serious Serious Serious Serious Serious to 
Problem Problem Problem Problem Problem Judge 
9. Difficulty concentrating 1 2 3 4 5 X 
10. Harms self (i.e., bangs head 1 2 3 4 5 X 
on floor, bums or cuts self, etc.) 
11. Excessive energy 1 2 3 4 5 X 
12. WOlTies about safety 1 2 3 4 5 X 
13. Excessive shyness 1 2 3 4 5 X 
14. Nervous around peers 1 2 3 4 5 X 
15. Crying fits or tantrums 1 2 3 4 5 ) ; X 
." ':,~,! 
16. Refusal to go to school 1 2 3 4 5 X 
17. Complaints of aches/pains 1 2 3 4 5 X 
18. Perfectionism (i.e. over- 1 2 3 4 5 X 
concern with doing things right) 
19. Has frightening dreams 1 2 3. 4 5 X 
: 
.' 
20. Restlessness 1 2 3 4 5 X 
21. Unusual content in play . 1 2 3 4 5 X 
22. School perfornlance decline 1 2 3 4 5 X 
23. Trouble finishing homework 1 2 3 4 5 X 
24. Makes careless mistakes 1 2 3 4 5 X 
25. Does not seem to listen 1 2 3 4 5 X 
26. Trouble following 1 2 3 4 5 X 
instructions 
.- - - - _ .. _--_ ........ _ .... _ - _._ ....... _-- ----_ .. --_._ . . _ --
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Nota Somewhat Moderately Very Extremely Unable 
Serious Serious Serious Serious Serious to 
Problem Problem Problem Problem Problem Judge 
27. Trouble paying attention 1 2 3 4 5 X 
28. Disorganization (i.e., messy 1 2 3 4 5 X 
room or desk) 
29. Loses things 1 2 3 4 5 X 
30. Forgetfulness 1 2 3 4 5 X 
31. Difficulty staying still 1 2 3 4 5 X 
32. Excessive talking 3 4 5 " X 1 2 
33. Difficulty awaiting turn 1 2 3 4 5 :; : X 
' i' 
~' , : '(!. 
34. Interrupts 1 2 3 4 5 X 
35. Argues with adults 1 2 3 4 5 X 
'. 
36. Disobeys rules 1 2 3 4 5 X 
37. Refuses. to cooperate with 1 2 3 4 5 X 
adult requests 
; .... 
.... 
38. Annoys others on purpose 1 2 3 4 5 X 
39. Blames others 1 2 3 4 5 X 
40. Has experienced the recent 1 2 3 4 5 X 
death of someone close 
41. Has used alcohol 1 2 3 4 5 X 
42. Has used tobacco 1 2 3 4 5 X 
43. Has used drugs (i.e., drugs not 1 2 3 4 5 X 
prescribed by a doctor or over-the 
counter medicatio~ 
44. Views body in a way that is 1 2 3 4 5 X 
clearly unrealistic 
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Nota Somewhat Moderately Very Extremely Unable 
Serious Serious Serious Serious Serious to 
Problem Problem Problem Problem Problem Judge 
45. Eating problems 1 2 3 4 5 X 
46. Over-concern with weight 1 2 3 4 5 X 
47. Incontinence/Toileting 1 2 3 4 5 X 
issues 
48. Health problems 1 2 3 4 5 X 
49. Communication problems 1 2 3 4 5 X 
(i.e., difficulty speaking or 
understanding others) 
50. Poor academic achievement 1 2 3 4 5 X 
51. Trouble making friends 1 2 3 4 5 ! X .. 
52. Learning to talk was delayed 1 2 3 4 5 X 
53. Difficulty using imagination or 1 2 3 4 5 X 
fantasy in play 
54. Difficulty changing routines 1 2 3 4 5 X 
55. Overly sensitive to light, 1 2 3 4 5 X 
sound,ortouch , 
56. Difficulty understanding 1 2 3 4 5 X 
gestures or other nonverbal 
communication 
57. Fighting 1 2 3 4 5 X 
58. Lying 1 2 3 4 5 X 
59. Theft 1 2 3 4 5 X 
60. Bullying 1 2 3 4 5 X 
61. Uses weapons 1 2 3 4 5 X 
62. Cruelty to animals 1 2 3 4 5 X 
----- - ------ - _._._--_.. ----- - _._-_._---- ---- - -----. --------
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Not a Somewhat Moderately Very Extremely Unable 
Serious Serious Serious Serious Serious to 
Problem Problem Problem Problem Problem Judge 
63. Destroys other's property 1 2 3 4 5 X 
64. Sets fires 1 2 3 4 5 X 
65. Runs away 1 2 3 4 5 X 
66. Physically cruel to others 1 2 3 4 5 X 
67. Engages in repetitive behaviors 1 2 3 4 5 X 
(i.e., tic movements or rituals) 
.~~ 
68. Other 1 2 3 4 5 X 
(please list symptom in the line 
provided) 
